. Limited English skills, lack of health insurance, lack of a doctor's recommendation, cultural beliefs, and lack of knowledge are barriers to obtaining breast cancer screening among Chinese American women Wang et al., 2009; Yu & Wu, 2005) . These reported barriers contribute to substantially lower screening utilization in some segments of the population that are often described as hard to reach (Lee-Lin et al., 2007; Liang et al., 2008) .
There is strong evidence that small media interventions such as videos and print materials are effective in increasing mammography screening in diverse U.S. populations-including African Americans, Whites, and Hispanics-and among women with low socioeconomic status in both rural and urban settings (Baron et al., 2008) . Studies on the effectiveness of small media among Chinese Americans are lacking. In addition, some studies suggest that trained community members can be effective in increasing adherence to cancer screening (Campbell et al., 2004; Han, Lee, Kim, & Kim 2009; Mock et al., 2007) . According to the Community Guide for Preventive Services (http://www.thecommunity 887 
This study evaluated the feasibility, acceptability, and potential effect of a small-group video intervention led by trained Chinese American lay educators who recruited Chinese American women not up to date on mammography screening. Nine lay educators conducted 14 Breast Health Tea Time Workshops in community settings and private homes that started with watching a culturally tailored video promoting screening followed by a question-and-answer session and distribution of print materials. Many group attendees did not have health insurance or a regular doctor, had low levels of income, and were not proficient in English.

Forty-four percent of the attendees reported receipt of a mammogram within 6 months after the small-group session, with higher odds of screening among women who had lived in the United States less than 10% of their lifetime. Four of the educators were very interested in conducting another group session in the next 6 months.
Keywords: small-group video intervention; mammography screening; Chinese American immigrants
A lthough breast cancer is the most common cancer among Chinese women in California, only 52% report receiving a mammogram within the past year compared to 62% of Caucasian women guide.org), there is insufficient evidence regarding the effectiveness of lay educators at this time, but studies suggest that they may have a small effect in increasing breast cancer screening (Lewin et al., 2005) . Peer-led small-group sessions that promote breast cancer screening via a video, flipchart, and/or brochure have successfully been implemented in the Hmong and Korean communities (Han et al., 2009; Tanjasiri et al., 2007) . However, the feasibility and utility of videos and lay health educators to promote breast cancer screening in the Chinese community have not been examined.
The purpose of the present pilot study was to evaluate the feasibility of training Chinese American lay educators to recruit and deliver breast health educational sessions that include a small media component for Chinese American women who are not up to date on mammography screening. We also assessed the acceptability of this format and its potential effectiveness in increasing screening among group attendees. We have previously shown that Chinese American women had significantly increased knowledge of breast cancer and intentions to get screened after individually watching a culturally tailored video to promote mammography screening . This study adds to the research by examining a strategy to show and discuss this video in community settings via small-group sessions conducted by trained lay educators. If successful, similar group sessions could potentially be widely used in the community to promote screening.
> METHOD
Chinese American lay health educators were trained to conduct small-group sessions consisting of three components: (a) viewing a soap opera-style video in Chinese language that encouraged screening, (b) facilitating structured discussion among participants about barriers to screening and strategies to overcome barriers, and (c) disseminating information on local resources and providers for low-or no-cost mammograms. The study protocol and materials were approved by the University of California, Los Angeles, institutional review board.
Training of Lay Health Educators
Thirty Chinese American women attended a 3-hr training conducted in the Chinese language. It included procedures for participant recruitment (through health educators' social networks), eligibility criteria (being Chinese American, more than 40 years of age, not having had a mammogram during the past 2 years, and not having scheduled a mammogram in the next 6 months), human subject training, basic information on breast cancer among Chinese American women and the importance of regular mammograms, and viewing the video and learning to respond to barriers that may be brought up by group members.
Intervention
Breast Health Tea Time Workshops were conducted at churches, community-based organizations, and private residences. Each session started with watching an 18-minute cultural video in Mandarin or Cantonese. Lay health educators facilitated a question-and-answer session and distributed a Chinese pamphlet, "Breast HealthLearn the Facts", and a list of local facilities providing low-or no-cost screening mammograms. They received a $40 stipend for conducting the group session.
The development of the video was guided by the health belief model, and a previous pilot study had demonstrated its efficacy in changing knowledge, beliefs, and screening intentions after women in our target audience viewed it individually . We addressed Chinese culturally based beliefs in the video by (a) using a soap opera story (i.e., a Chinese breast cancer survivor's 50th birthday) that conveyed authenticity and cancer stigma; (b) providing recommendations from a female Chinese physician viewed as a medical authority figure; (c) directly addressing cultural beliefs about fatalism and cancer, yin-yang balance in the body, attitudes to Western examination, social and family support, and family history in the soap opera; (d) having the physician present statistical data pertinent to Asian women and metaphors to help women understand their risk and why regular mammograms save lives; and (e) addressing ways to overcome language barriers and embarrassment. The story line is played out by an all-Chinese cast speaking Mandarin and shot in a Chinese family setting. This 18-min DVD is dubbed with Cantonese voices and has English subtitles.
Evaluation
Women who attended the group session completed a short survey immediately before and after the session and received a $10 gift certificate as an incentive for participation. The presurvey assessed demographic information, English fluency, access to care, mammography history, and family history of breast cancer. Preand postsurveys assessed knowledge of breast cancer and screening guidelines using six items selected from a previous study , perceived susceptibility, barriers to screening (embarrassment, importance of mammogram if no symptoms, concern about radiation), cultural views of cancer and health care (15 items, described below), and intentions to obtain a mammogram in the next 3 months. Postsurveys also assessed women's subjective evaluation of the video.
We evaluated the breast cancer knowledge items individually and also calculated a total knowledge score as the number of correct answers to the six items. Five items were presented as true or false statements to which women responded yes, no, or don't know. Incorrect responses and responses of don't know were scored as 0. Correct responses were scored as 1. The sixth item asked the respondent how often she thought a woman her age should get a routine screening mammogram if she does not have any breast problems. Women 40 to 49 years of age were scored as correct if they responded every year or every 1 to 2 years, and women 50 years or older were scored as correct if they responded every year. Total knowledge scores ranged from 0 to 6 points.
Women's health-related cultural beliefs were assessed by a scale with 15 items (see Table 2 ) adapted from Wang and colleagues Wang et al., 2008) . Responses to each item were assessed on a 5-point Likert-type scale ranging from 1 to 5 as strongly agree, agree, neutral, disagree, and strongly disagree. Lower scores correspond to traditional Chinese beliefs, whereas higher scores correspond to more "Western" beliefs. Cronbach's alpha values for the pre-and postsurvey scale scores were .84 and .89, respectively.
Receipt of mammography (self-report) was assessed in a short phone call 6 months after the group session. The lay health educators completed a short debriefing via telephone after completion of the session to obtain information on how hard it was to recruit women and to conduct the session (both assessed on a 5-point scale: not hard at all to very hard), how comfortable they felt doing these activities (5-point scale: very comfortable to not at all comfortable), and their interest in conducting more group sessions in the future (very interested, so-so, or not interested).
Statistical Analysis
We tested for changes in knowledge and attitudes from pre-to postsurvey using McNemar's test for binary measures, paired t tests for continuous measures, and Bowker's test for ordinal categorical data.
Using logistic regression, we assessed bivariate associations between demographic, health care, and other variables and mammography utilization. Although receipt of mammogram during the 6-month follow-up interval was the main outcome of interest, we also examined correlates of "ever had a mammogram at baseline" because we wanted to compare correlates of screening at both time points. For each of these outcome variables, we fit a multivariate logistic regression model including all variables that were bivariately associated with the mammogram receipt at p <.25 (Hosmer & Lemeshow, 2000) . Because the number of variables in both models was large relative to the sample size, we also conducted best subsets selection of covariates to identify a smaller set of covariates with similar predictive value. We used model fit statistics, including maxrescaled R 2 , the c concordance index (area under the receiver operating characteristic [ROC] curve), and approximate Mallow's Cp (Hosmer & Lemeshow, 2000) as model selection criteria to identify models with smaller numbers of covariates that had predictive performance similar to the large multivariate model including all predictors with p <.25. Analyses were conducted using SPSS Version 16.0 and SAS Version 9.1 for Windows.
> RESULTS
Of the 30 trained lay health educators, 9 conducted at least one educational session in Los Angeles County for a total of 14 sessions between March and June 2008 (4 in churches, 5 in community-based organizations, and 5 in private residences). Through phone calls and face-to-face invitations, they recruited 103 Chinese American women who attended a session and completed pre-and postsurveys. Two women were ineligible because of having had their last mammogram within 12 months prior to the educational group session and were excluded from the analyses.
Sample Characteristics
As shown in Table 1 , all group attendees were foreign-born. Less than half had some college or higher level of education, 63% reported speaking English poorly or not at all, and only 58% had health insurance. Forty-three percent of the women had never had a mammogram.
Knowledge and Attitudes Regarding Mammography Screening
From pre-to postintervention, there was a significant decrease in the number of women who were concerned about radiation, and a significant increase in the number of women who stated that it was very important to have a mammogram in the absence of symptoms and who planned to get screened in the next 3 months (see Table 2 ). Other attitudes did not change significantly, including belief in the efficacy of mammography, perceived likelihood of getting breast cancer, and being embarrassed when getting a mammogram. It should be noted that only about 25% of women were very or somewhat embarrassed when getting a mammogram at preintervention. Although only 21% of women knew that age is a risk factor for getting breast cancer, more than 70% knew that early-stage breast cancer shows no symptoms. About half of the women knew the screening guidelines for a woman their age. Total breast cancer knowledge scores increased significantly from pre-to postintervention (mean score 2.9 at preintervention, 4.4 at postintervention, p < .001).
There was a significant change in the health-related cultural belief scale score from the pre-to postintervention surveys (mean score 3.4 at preintervention, 3.7 at postintervention, p < .001). After the intervention, women reported less agreement with statements such as knowing their bodies better than medical doctors, not needing to see a doctor if they took care of themselves and stayed healthy or did not feel sick, medical doctors usually doing unnecessary tests, and medical tests being too intrusive and uncomfortable. Women also reported less agreement with the belief that herbs are a better choice for preventing illness than Western medicine, that having breast cancer is a matter of personal luck, getting breast cancer is like being sentenced to death, and the best way to deal with breast cancer is to accept it. 
As long as I take good care 3.6 ± 1.1 3.9 ± 0.8 0.3 ± 1.0 (0.1, 0.5) .001 of myself or keep healthy, don't need to see doctor I don't visit doctors if I'm 3.1 ± 1.2 3.6 ± 1.0 0.5 ± 1.1 (0.3, 0.7) .001 not feeling sick Medical doctors usually do 3.2 ± 1.1 3.5 ± 1.0 0.3 ± 1.1 (0.1, 0.5) .013 unnecessary tests A lot of medical tests are too 2.8 ± 1.0 3.0 ± 1.0 0.2 ± 1.1 (0.0, 0.4) .082 intrusive and make me uncomfortable If healthy, I do not have to 3.2 ± 1.2 3.8 ± 0.9 0.6 ± 1.1 (0.4, 0.8) .001 visit doctor, because he will not find problems with me Chinese medicine can nourish 2.9 ± 1.0 3.1 ± 1.0 0.1 ± 0.9 (0.1, 0.3) .235 energy, improve chi or blood circulation, and keep us healthy Herbs are better for preventing 3.2 ± 0.9 3.5 ± 0.9 0.3 ± 0.9 (0.1, 0.5) .002 disease than Western medicine Herbs are more effective in 2.9 ± 0.9 3.1 ± 0.9 0.1 ± 0.9 (0.0, 0.3) .104 harmonizing yin-yang than Western medicine Herbs are better remedy 3.6 ± 0.8 3.7 ± 0.8 0.1 ± 0.9 (0.0, 0.3) .144 for illness than Western medicine Having breast cancer or not 3.4 ± 1.1 3.7 ± 1.0 0.3 ± 1.2 (0.0, 0.5) .040 is a matter of personal luck Getting breast cancer is like 3.7 ± 1.0 4.1 ± 0.7 0.4 ± 0.9 (0.2, 0.6) .001 being sentenced to death If I am meant to get breast 3.8 ± 0.9 4.0 ± 0.8 0.2 ± 0.8 (0.0, 0.3) .054 cancer, I will get it If I get breast cancer, best way 4.0 ± 1.1 4.2 ± 0.7 0.2 ± 0.9 (0.0, 0.4) .026 to deal with it is to accept it, like the old saying: "Listen to heaven and follow fate" Health or illness is a matter of 4.0 ± 0.9 4.1 ± 0.7 0.1 ± 0.8 (0.0, 0.3) .128 fate. Some people always remain healthy; others get sick very often Scale mean 3.4 ± 0.6 3.7 ± 0.5 0.3 ± 0. 
Mammography Utilization at Baseline
At baseline, 57% of the women ever had a mammogram. Based on bivariate logistic regression analyses, women who ever had a mammogram were significantly more likely to speak English fluently, well, or so-so (as compared to speaking English poorly or not at all), were more likely to have health insurance, a regular doctor, and a doctor's recommendation to get screened, and had higher knowledge scores at preintervention (see Table 3 ). They tended to have lived in the United States more than 10% of their lifetime and tended to answer in the baseline survey that getting a mammogram in the absence of symptoms was very important. Income, age, education, family history of breast cancer, barriers, and cultural beliefs were not associated with mammography use at baseline. In multivariate analyses in which all variables with p <.25 were entered, having received a doctor's recommendation to get screened emerged as the only significant predictor. Best subsets covariate selection identified three smaller models in which having health insurance and having received a doctor's recommendation to get screened consistently emerged as correlates of ever having had a mammogram. Preinter vention knowledge score and the belief that getting a mammogram in the absence of symptoms is very important also emerged as predictors in some models.
Receipt of Mammogram Within 6 Months After the Group Session
At the 6-month follow-up, 44 women (44%) reported that they had obtained a mammogram after attending the group session, including 16 women who never had a mammogram before. Based on bivariate logistic regression analyses (see Table 4 ), reports of mammogram receipt during the follow-up period were significantly higher among women younger than 70 years of age, women who had lived in the United States less than 10% of their lifetime, women who had a mammogram 1 to 2 years ago (vs. those who had a mammogram less recently or never), and women who did not have health insurance (all p < .05). Women who reported receipt of a mammogram tended to be less likely to have a regular doctor and more likely to have a family history of breast cancer as compared to women who did not obtain a mammogram during follow-up (both p = .054). Breast cancer knowledge, cultural beliefs, and concerns about being embarrassed and radiation were not associated with receipt of mammogram at the 6-month follow-up. However, women who endorsed at posttest that it was very important to get a mammogram in the absence of problems were more likely to report receipt of a mammogram during follow-up than those who felt that it was somewhat or not important (52% vs. 31%, p < .009).
In a multivariate logistic regression model including all variables significant at p <.25 in bivariate analyses, perceived importance of getting a mammogram in the absence of symptoms emerged as the only statistically significant predictor of receipt of mammogram during the follow-up period (odds ratio = 7.3, p < .007). Three smaller models obtained from best subsets covariate selection identified perceived importance of getting a mammogram in the absence of symptoms and having been in the United States less than 10% of the lifetime as important predictors of screening. Demographic characteristics other than percentage of lifetime in the United States did not emerge as predictors of screening in the multivariate analysis.
For both sets of subset analyses in Tables 3 and 4 , model fit statistics (c concordance index and maxrescaled R 2 ) indicated that the smaller multivariate models had predictive ability comparable to that of the larger multivariate models. The c concordance indices, ranging from .74 to .81, indicated very good ability of the models to discriminate between women with and without mammograms at baseline and at follow-up.
Subjective Evaluation of the Group Session by Participants
All of the women either strongly agreed or agreed that they enjoyed the video, were glad that they had spent the time to watch it, could relate to some of the characters in the play, were touched by the story, and learned something new from the video.
Debriefing of Lay Health Educators
Eight lay health educators reported that they invited between 15 and 20 women to a group session, and one educator who conducted four sessions invited about 70 women. Between 35% and 70% of the invited women attended the sessions, for an average attendance of 49%. There was a range of responses describing how hard it was to recruit (three responded not hard at all, four a little or somewhat hard, and two quite hard), but most were very comfortable (n = 5) or somewhat comfortable (n = 4) recruiting women to the session. Most educators stated that it was not hard at all (n = 6) or a little hard (n = 3) to conduct the educational group session, and most felt very comfortable conducting the session (n = 6). About half of the educators were interested in conducting another session in the next 6 months (four very interested and one so-so), whereas four were not interested. Those who were not interested thought it was too time consuming to recruit women and to do the group session and found it hard to recruit eligible women. 
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> DISCUSSION
Feasibility of Implementation
This pilot study examined an innovative strategy, small-group educational video interventions conducted by trained lay educators, to promote mammography screening in the Chinese American community. Results suggest that Chinese American volunteers are willing to attend training, to recruit women and to conduct smallgroup sessions, although only 9 of a total of 30 trained community volunteers actually conducted a session because of the short study duration. A debriefing of these 9 volunteers showed that about half of them were interested in conducting a similar session in the next 6 months. Future studies should explore how to motivate lay educators to continue their volunteer work, maybe by organizing meetings with other volunteers who provide similar services, by acknowledging their important contributions at community events, or simply by allowing more time to schedule and conduct small-group sessions.
Reaching Underserved Women
Lay educators were quite successful in recruiting women who were truly underserved. Many of the women who attended a small-group session did not have health insurance and a regular doctor, and many had low levels of income and were not proficient in English. All of these factors have been shown to be risk factors for lack of cancer screening (Schueler, Chu, & Smith-Bindman, 2008; Wu, Guthrie, & Bancroft, 2005; Yu & Wu, 2005) . Many of these women cannot be reached through the health care system because they only seek health care sporadically, and many do not seek preventive health care (Boult & Boult, 1995) .
Effects of the Small-Group Video Intervention
Our data suggest that the small-group video intervention increased knowledge and positively influenced several attitudes and cultural beliefs regarding mammography screening, as well as mammography utilization. Most influential with regards to mammography screening during the follow-up period was the belief that mammograms are needed in the absence of symptoms. Other studies also suggest that many Asian American women do not value or are not familiar with the concept of preventive health care (Jo, Maxwell, Rick, Cha, & Bastani, 2009 ) and that many women do not perceive the need to obtain a mammogram (Tang, Solomon, & McCracken, 2000) . The video that was shown in the small-group session stresses the importance of getting mammograms regularly even if a woman feels healthy, and it appears that this message was successfully conveyed to women. The other factor that consistently emerged as a predictor of screening during the follow-up period in our sample was a smaller percentage of lifetime in the United States (less than 10% of lifetime in the United States). Most studies show that Asian immigrants who have lived in the United States longer are more likely to receive cancer screening Maxwell, Bastani, & Warda, 2000; Schueler et al., 2008) , maybe because women have had more opportunities to get screened, they learn how to navigate the health care system, and they have fewer language and cultural barriers. This was also true in our sample in which better access to health care, having a doctor's recommendation to get screened, and better English fluency were related to ever having had a mammogram at baseline. However, predictors of receipt of a mammogram during the follow-up period were quite different. Our intervention was especially successful in encouraging more recent immigrants to get screened.
As in prior research among Chinese American women (Lee-Lin et al., 2007; Yu & Wu, 2005) , in this study, knowledge about breast cancer and screening did not affect subsequent screening behavior in our sample. Some studies suggest that cultural beliefs are important predictors of screening (Wang et al., 2006; Wang et al., 2008) , whereas others do not (Tang et al., 2000) . Recent research among Chinese American women (Wang et al., 2009) found that cultural beliefs were related to past mammography screening. Cultural and attitudinal factors were also significantly and independently predictive of women's future intentions to obtain a mammogram. Our findings do not support this notion. These inconsistent findings may be due to the fact that these studies assessed a number of different constructs that are labeled cultural beliefs, making comparisons between studies difficult. Larger studies should further investigate whether these variables mediate behavioral change.
The proportion of women who reported an intention to obtain a mammogram almost doubled in our study, similar to results after individual viewing of the same video in another sample . The proportion of women who reported receipt of a mammogram within 6 months after the small-group video intervention (44%) was a considerable increase from baseline, when only 12% of women reported having had a mammogram within the past 1 to 2 years. The intervention may have served as a reminder to get screened for women who had a recent mammogram, but it also motivated screening among some women who had a mammogram less recently or never had a mammogram at baseline. However, when interpreting this outcome, the following study limitations should be considered: Women may have overreported receipt of mammography screening because of social desirability bias (Burgess, Powell, Griffin, & Partin, 2009; McPhee et al., 2002) . In addition, our study did not include a control or comparison. Thus, we cannot exclude the possibility that the increase in screening observed may be due to a secular trend, participation in the baseline survey, or events other than our intervention. In addition, workshop attendees were a selected sample of volunteers. Estimates from the lay health educators indicate that only half of the women who were invited attended a small-group session, and lay health educators may have approached women who in their view were most likely to attend.
> CONCLUSION
This pilot study demonstrates the feasibility of recruiting and training Chinese American lay educators to conduct small-group sessions promoting mammography screening by showing and discussing a culturally tailored video in community settings. This intervention strategy was well accepted and reached underserved Chinese American women, including the uninsured and those with language barriers. Given that this pilot study did not include a comparison group, future studies should more rigorously test the impact of this promising strategy.
